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INTRODUCTION

The history of mankind is a history of epidemics

 Several epidemics of infectious diseases are raging in the world at any given time. Today, the best-known epidemic is HIV/AIDS. Over 42 million people are HIV positive, including 5 million who contracted the virus in 2002. Nearly 3.1 million died of AIDS (the total number of AIDS victims reached 21.8 million by the year 2003, including about 4 million children).

Tuberculosis kills from 2 to 3 million every year. About 0.5 billion contract malaria and 2.7 million die of it. Some diseases, such as flu, are usually qualified as less dangerous, but they are taking a huge toll. Flu viruses mutate into dangerous-for-humans forms every 40 years. In 1918, the world was hit by the epidemic known as Spanish flu (its hotbed was in Spain and the loss of life is estimated between 25 million to 40 million). Spanish flu is the first epidemic in the era of globalization. It broke out before the very end of World War I. The war situation was ideal for the rapid dissemination of viruses – millions lived in crowded conditions, were short of good food and water; soldiers were physically weakened, and the weather was cold and windy. In a matter of weeks the virus spread all over Germany, France, Italy and a number of central European countries. After the hostilities came to an end, the homecoming soldiers brought the virus from Europe to America, Africa, Australia, and Asia. The Ebola fever started in the 1970s, killing 90% of those infected with its virus.

At present, mankind encounters both old and new infections. Their dissemination is fueled by social factors, such as migration, poor living conditions and civic riots; customs and diet of different nations; specific qualities of microorganisms, such as a change in virulence and toxin-producing ability and resistance. 

Other factors include the activity of health care systems, development of new medical devices and massive application of immunodepressants and antibiotics. The deteriorating performance of sanitary and epidemiological inspection – less attention to infectious diseases, curtailment of preventive programs and inadequate monitoring of patients – also plays an important role.

With the exception of AIDS, the majority of new diseases, which appeared in the last two decades, did not pose serious danger for the entire humanity. It is possible to limit the spread of many ailments, such as flu, by preventing its transfer from man to man. Other diseases, such as Creutzfeldt-Jacob disease or BSE, commonly known as mad cow disease, are generated by the virus in food products and may be limited by the introduction of new sanitary standards. Still other diseases, such as West Nile fever, do not cause a high mortality rate, and usually hit people from high-risk groups. Epidemics like Ebola fever and Congo-Crimean fever are limited geographically and pose no threat to the rest of the world. 

Despite the development of health care systems and the appearance of better medicines and testing equipment, more and more people will contract diseases in the near future, but fewer will die of them. The World Health Organization (WHO) compiled the following list of the most deadly diseases: respiratory diseases (including flu and pneumonia), HIV/AIDS, digestive ailments, TB, malaria, measles and hepatitis B and C. Most infections develop into epidemics in case of an armed conflict or economic hardships in this or other country. Refugees become the main victim of infections. People cross borders and spread them to other countries. Military personnel, taking part in hostilities in foreign countries, disseminate diseases as well. In the U.S., for example, there were cases of tropical diseases after the end of the war in Vietnam.

Every day two million people cross state borders, which is conducive to an almost instantaneous spread of epidemics. There is an opinion that a reduction in the world air traffic after September 11 substantially slowed down the transmission of the flu epidemic. Many viruses of dangerous diseases travel to other countries in food imports. Moreover, new viruses are becoming increasingly resistant to the current antibiotics, and it is more and more difficult to fight them. Besides, local health care systems are quite often unable to cope with exotic and unusual diseases.

Gradual change of the climate – the global warming – has a negative effect on the health of mankind. It helps malaria conquer more territory in Asia and Africa. In the 1970s, America almost stamped out the deadly Dengue fever, transmitted by mosquitoes. In 2001, scientists detected mosquitoes spreading this fever in 12 Latin American countries. Despite all measures to curb the epidemic, mosquitoes “seized” the whole of South and Central America and part of U.S. territory. Every year about 600,000 people contract this deadly fever. Mosquitoes penetrate passenger planes. Dengue cases were registered in Africa, Australia and Europe. 

Epidemics are a major obstacle to economic advance. The HIV/AIDS epidemic has plunged many countries of South and Central African countries into a deep crisis. 

Africa is the hardest hit by poverty. The average life expectancy has gone down from 50 years in 1990 to 46 today in sub-Saharan Africa. The mortality rate of children under five years in industrialized countries is less than one per 100, whereas in the majority of sub-Saharan nations the relevant figure is one per 10, and in 14 states one per five. The number of people with an income of less than $1 per day has gone up in sub-Saharan Africa since 1990, whereas the number of people suffering from malnutrition has gone up in the same period, as distinct from the rest of the world. 

In the last three decades we have seen the emergence of new infectious diseases, the recurrence of the old ones, and their increasing resistance to major antibiotics. Recent outbreaks of poliomyelitis threaten to neutralize success in an all but complete eradication of this disease, an outstanding achievement of the 20th century. This trend attests to a sharp decline in the medical potential at both local and global levels. 

International response to HIV/AIDS was incredibly slow. Up to this day, the shortage of funds in dealing with this problem is truly scandalous. The world community made its first global initiative on HIV/AIDS only in 1987 by adopting the Global AIDS Program (GAP), that is, six years after first HIV cases were registered, and millions of people were infected all over the world. Nine years later, when the number of HIV positive people reached 25 million, the UN launched a UNAIDS to coordinate the efforts of UN institutions in combating the epidemic. By the year 2000, when the Security Council discussed the HIV/AIDS problem as a threat to international peace and security, the annual number of its African victims surpassed the human losses in all civil wars in the 1990s. By 2003, when the Global Fund to Fight AIDS, Tuberculosis and Malaria was set up, there were over 11 million orphans in Africa whose parents died of HIV/AIDS.

Progress in combating other deadly diseases is not very impressive. The global fight against TB has produced some improvements, such as political commitment to the effort, funding, strategy, access to medicines, and research. However, more than 8.5 million new TB cases are registered and more than two million die of it every year. In the WHO estimate, if the current trend persists, the number of TB-positive people will go up by almost a billion by the year 2020, 150 million will reveal TB symptoms, and 36 million will die of the disease. A big problem is making medicines more accessible to patients, and not only to the TB-positive.

Healthcare problems have not been initially included into the G8 agenda, but have gradually become central to the discussion at the forum, especially in the context of development goals.

Until 1986, all healthcare statements of the Group were very brief and did not go beyond the effort to help the developing nations combat hunger and malnutrition. However, in 1987 the presidency published a statement that became the first major address to healthcare in the forum’s final documents. In the 1990s, the G8 was increasingly laying emphasis on the need to solve the basic social problems in order to reduce the scale of poverty.

In the new millennium the G8 has been paying more attention to medical issues, adopting bolder plans and bigger financial commitments to support the efforts aimed at implementing the millennium development goals in this sphere. African health problems rank high at G8 summits. In the last few years, the issue of help to the starving, which was not raised in the final statements for a long time, has again reappeared there, but this time as part of healthcare. Medical issues are also discussed in conjunction with other questions, such as safety of foods, biotechnology, ageing, and change in social demography. 

Many final papers of international, government and non-government organizations stress that global healthcare crises can only be overcome by concerted effort.

In the last few decades, control of infectious diseases was on the agenda of major international health forums. The first conference took place in Ottawa in 1986 and the latest one in Bangkok in 2005. The WHO and other world organizations are attracting public attention to infectious diseases and coordinating efforts in fighting them.

In this context strategy aims at improving monitoring, intensifying research, upgrading methods of preventing and treating infectious diseases, and developing the infrastructure.

The WHO has played the first fiddle in controlling infectious diseases. This task is facilitated by the Global Outbreak Alert & Response Network (GOARN) set up in 2000, which unites volunteer public healthcare units and research establishments from more than 100 countries. The WHO continues to monitor the development of infectious diseases and alert the world to the need to take action whenever necessary. It shares its experience and knowledge and organizes protection of the population against the aftermath of epidemics, regardless of the source or territory. It is vital to implement large-scale prevention measures rather than take action to fight a specific ailment. 

Global healthcare programs must be re-oriented from the currently prevailing crisis-fighting principles of organization to long-term strategic approaches to planning and implementation. The effectiveness of fighting specific diseases has led to the dominance of the crisis-fighting ideology, and more funds have been channeled into this task. 

Infectious disease control is complicated by the fact that epidemics of infection usually break out in developing countries, which are already suffering from lack of different resources. In the meantime, preventive measures should be primarily aimed at marginal groups, who are more susceptible to infectious diseases. These include people with high-risk behavior, homeless, inmates, migrants, and refugees. They account for the majority of TB, HIV/AIDS, and STD cases. Access to high-risk groups and their willingness to cooperate determine the effectiveness of the effort to help them. This approach conforms to the strategy of universal access to medical aid. Moreover, it is a condition of success in epidemic control, considering that these high-risk groups are quite often the driving force of the disease.

GLOBAL MONITORING OF INFECTIOUS DISEASES

The funding and planning of measures to counter infectious diseases are based on authentic epidemiological information, which facilitates effective and thrifty use of financial and human resources. The monitoring of infectious diseases deserves particular attention in this context. In medicine and public healthcare monitoring is a comprehensive notion, which primarily stipulates epidemiological surveillance of infections. Experts in many countries believe that one of the tasks of the medical community is to upgrade national and global systems of epidemiological surveillance.

General notions of epidemiological surveillance

The term “epidemiological surveillance” has been introduced since the start of the epidemiological service. When a department of epidemiological surveillance was set up at the WHO headquarters (1965), the word “monitoring” was replaced with the international term “surveillance.” 

The notion of epidemiological surveillance has become more detailed in the last few years. Many WHO documents are devoted to the elaboration of epidemiological surveillance over mass diseases in general, and individual nozological entities in particular. In 1973, the united regional WHO seminar on methods of epidemiological surveillance recommended regarding it not as routine collection of information or sanitary statistics, but as a component of the fight against infectious diseases.

There are foreign and domestic definitions of the notion of epidemiological surveillance. In this country its theoretical principles have been most fully developed by V. Belyakov. He defines epidemiological surveillance as a dynamic assessment of conditions and trends in the development of the epidemic process in space and time, which ensures prompt interference into this process in order to prevent infectious diseases, reduce their rate, and eliminate individual infections. It is carried out by means of a system, which relies on theoretical, methodical, and institutional principles of modern epidemiology. Epidemiological surveillance is aimed at preventing infectious diseases, reducing their rate and eliminating individual infections. It should detect the need for immediate intervention into an epidemic and organize this intervention. In other words, epidemiological surveillance is the highest form of diagnostic and epidemic control. Theoretical, methodical and institutional foundations of epidemiological surveillance have been already elaborated.

Theory of epidemiological surveillance

All modern scientific epidemiological knowledge, part of which was drawn from the practical measures against infectious diseases, has formed the foundation of epidemiological surveillance. Theory of self-regulation of the epidemic process, elaborated by V. Belyakov and his colleagues in 1985, is particularly important for understanding and further development of epidemiological surveillance. The gist of the theory is that the stability of the parasite system, which is under the impact of permanently changing social and natural conditions, is secured by the heterogeneous nature of the interacting parasite-host populations. An increase in the number of virulent species in the parasite population and a decrease in the resistance of the majority of the human population (including a decline in collective immunity) steps up the development of the epidemic process. When these indicators are reversed, the epidemic process slows down. Under this theory, epidemiological surveillance should be conducted on a continuous basis, regardless of the current manifestations of the epidemic process. It is important to regularly monitor changes in the parasite populations (such as virulence) and in humans (resistance and collective immunity), and to compare them with epidemiological data.

Institutional basis of epidemiological surveillance

Epidemiological surveillance is carried out at all levels of the sanitary and epidemiological service. Subject to surveillance are specific nozological entities or groups of diseases. In other words, epidemiological surveillance departments should be established according to the profile rather than territorial principle. The epidemiological surveillance system involves a whole number of specialists – epidemiologists, bacteriologists, immunologists, infectiologists, pediatricians, sanitarians, etc.

Information support

Classification of information flows is based on modern notions of the structure of the epidemic process, mechanisms of its development, and cause and effect links between its manifestations and external factors. Flows of information include (V. Dolmatov, 1987):

1. information on manifestations of the epidemic process: rates of disease, lethality, mortality, and their distribution on territories, in time and in groups of the population;

2. information on natural and social factors, which may affect the emergence and development of the epidemic process;

3. information on the pathogen population (virulence, antigenic structure, culture and biochemistry, sensitivity to antibiotics, phages, etc.);

4. information on ways of disease transmission and factors affecting it;

5. information on the human population (susceptibility to the pathogen).

Each of the five information flows has different diagnostic significance for various nozological entities. Information on the pathogen population is of little importance in case of measles, but vital for flu. Information about transmission is important for intestinal infections.

Data received via five information flows is used for a retrospective and current analysis. 

Fight against infectious diseases has been a major task of the World Health Organization since its foundation.

WHO assemblies drafted and adopted International Health Regulations (IHR), which were subjected to repeated amendments and supplements because of the changing global epidemic situation. The 58th WHO Assembly endorsed the latest IHR version in 2005, which will come in force in 2007. The WHO urged its member countries in 2006 to adopt the rules on their own free will. 

In 2000, the WHO set up a Global Outbreak Alert & Response Network (GOARN). The goal of this partnership is to draft and implement the protocols enabling the world nations to pool their efforts in epidemiology, laboratory diagnosis, clinic management, research, and communications to prepare for potential epidemics. Equipped with this network, the WHO is ready to play the main role in providing technical aspects of assistance and in coordinating efforts with local bodies in the event of an epidemic.

Epidemiological intelligence – systematic identification of cases

GOARN systematically collects official information and rumors on suspicious outbreaks from a great number of official and unofficial sources. The WHO’s official sources include health ministries, national institutes of public health, regional and national WHO offices, collaborating medical centers, civilian and military laboratories, academic institutions, and NGOs.

In order to get a fuller picture about the threat of an epidemic, the WHO also uses unofficial sources. With the advent of modern communication technologies, many initial outbreak reports now originate in the electronic media and electronic discussion groups. 

The Global Public Health Intelligence Network (GPHIN), developed in Canada in cooperation with the WHO, is a reliable Internet-based multilingual instrument for continuous gathering of information on disease outbreaks and other events posing a threat to public health in news wires and web sites. GPHIN is a major source of unofficial information about outbreaks. More than 60% of initial reports about outbreaks come from unofficial sources, including non-electronic media, which require verification.

As part of alert and response operations, the global epidemiological intelligence concentrates on infectious diseases (hemorrhagic fevers, cholera, meningitis, salmonellosis and encephalitis). It also covers food and water safety and chemical-related risks.

Event verification

Raw intelligence gleaned from all formal and informal sources is converted into meaningful intelligence by the WHO. Six main criteria are used to determine whether a reported disease event constitutes a cause for international concern:

1. unknown disease;

2. potential for spread beyond national borders;

3. serious threat to health or unexpectedly high rates of illness or death;

4. potential threat to international travel or trade;

5. strength of the national capacity to contain the outbreak;

6. suspected accidental or deliberate release.

Every morning, the global alert and response team meets to review incoming reports and rumors, assess their epidemiological significance and decide on the actions to be taken. Information on these events is stored in an electronic event management system, which includes key information, decisions and actions taken by the WHO and its partners.

On any given day, the global alert and response team, including WHO country offices, sub-regional response teams, regional offices, the central alert and response operations team in Geneva and disease specialists, is responsible for responding to 20 incoming reports of suspected outbreaks, unknown diseases, outbreaks undergoing verification and outbreaks at various stages of containment.

Information control and dissemination

Outbreak verification list (OVL)

Reports about potentially hazardous outbreaks, which have been or are being verified, are included into the weekly Outbreak Verification List (OVL). It informs key public health professionals about confirmed and unconfirmed outbreaks of international significance for prompt action and minimization of mistakes.

Disease outbreak news

WHO reports on disease outbreaks inform the public about officially confirmed outbreaks of international importance. Disease outbreak news is one of the most popular pages on the WHO site.

WHO weekly epidemiological record 

The WHO Weekly Epidemiological Record (WER) is published in French and English and issued in print and electronically. It covers epidemiological information on cases and outbreaks of diseases under the International Health Regulations (yellow fever, plague, cholera), and also on other communicable diseases of public health importance. The Outbreak News section has been added to the WER.

Real-time information

The WHO supports and regularly upgrades its electronic network with 192 member countries, sharing information with disease specialists, institutes and laboratories through the Outbreak Verification List (OVL). It continuously informs its members about confirmed and unconfirmed outbreaks. Information on confirmed outbreaks appears on the WHO site (Disease Outbreak News).

Epidemiological intelligence adjusts reports based on verification and latest information, and confidentially sends them to GOARN members through safe networks. 

Coordinated rapid outbreak response

The WHO offers assistance to affected states in the form of technical advice, equipment supplies, and, if necessary, it can mount coordinated international investigations/responses. These responses draw technical resources from within the WHO system and from the Global Outbreak Alert and Response Network (GOARN), which is a collaboration of 110 technical institutions, NGOs and networks; it represents a pooled resource for alert and response operations.

Specific support available includes on-the-spot investigations, confirmation of diagnosis, handling of dangerous (biosafety level IV) pathogens, case detection, patient management, containment, and provision of logistics in the form of staff and supplies. Investigative teams from GOARN are prepared to arrive at an outbreak site within 24 hours.

Since early 2000, the WHO and GOARN have launched international responses to naturally occurring outbreaks in Afghanistan, Bangladesh, Burkina Faso, Cote d’Ivoire, Egypt, Ethiopia, Gabon, Kosovo, India, Pakistan, the Republic of Congo, Saudi Arabia, Sierra Leone, Sudan, Tanzania, Uganda, and Yemen. The following list characterizes the WHO's activities in outbreak response:

1. raid, appropriate and effective assistance to affected states;

2. level of response geared to needs (epidemic potential + national capacity to contain); 

3. daily response coordination meetings; 

4. field presence and coordination when needed;

5. systematic communications and information management. 

Outbreak response logistic 

The objective of global alert and response logistics is to provide operational independence in transport, communications and accommodation for rapid deployment of outbreak response teams, with enhanced security and increased flexibility of resources and activities.

To rapidly mobilize the resources of the Global Outbreak Alert and Response Network and to provide sustained logistics support to alert and response operations in the field, including investigation of outbreaks that may be caused deliberately, require significant logistics capacity. In addition, it is increasingly important to provide a safe and secure environment in which the Global Outbreak Alert and Response Network can operate.

Given these current concerns, the WHO has identified the need for specialized transport equipment in a strategic bonded location. Such a mobility capacity would play a critical role in projecting resources into any outbreak operation rapidly and address factors such as non-availability of transport, communications equipment, or rudimentary local infrastructure.

The WHO is strengthening its capacity in all areas of logistics: deployment of personnel and equipment specialists; provision of transport and communications; and security in the field. Alert and response logistics support is focused on:

1. providing a communications and mobility package to support rapid deployment of international teams in the field; 

2. providing "a field office solution" with a complete and robust information technology and communications set-up (satellite telephony, HF/VHF radio communications and field video-conferencing capacity); 

3. pre-positioned specialized protective equipment and medical supplies. 

Coordination and logistics support is being further strengthened by the development of operational protocols and agreed standards in the Global Outbreak Alert and Response Network; in particular standardized procedures for the alert and verification process, communications, coordination of the response, specialist equipment, medical supplies, emergency evacuation, research, evaluation, and relations with media. 

In addition to the WHO initiatives and actions, further steps should be taken to coordinate cooperation, streamline approaches to assistance and elaborate mechanisms for ensuring compliance with international norms and regulations.

Limited resources and the need for coordinated action lay special emphasis on the monitoring of preventive measures and evaluation of their effectiveness with a view to adequate funding. Monitoring of outbreak response measures requires a uniform approach to their evaluation. This approach will make it possible to receive and compare information related to preventive and treatment programs.

The WHO-launched assessments of public health cost-effectiveness should also cover infectious disease control, in particular, the uniform units of effectiveness and other outcome-oriented indicators. This will make it possible to prioritize preventive measures, assess economic gains and benefits to public health, which is vital for strategic planning and risk evaluation.
The development of a comprehensive system for monitoring infectious diseases should be scientifically substantiated. Actions taken in this direction will enhance the potential of health care systems as a whole.

AVIAN FLU AND PREVENTION OF FLU PANDEMIC

Introduction 

Avian flu is a high contagious virus infection, which may affect all types of birds. Among domesticated poultry, turkeys and chickens are the hardest hit. Owing to their natural resistance, wild birds may transmit infection without getting sick and may cover large distances. Waterfowl are a natural carrier of the avian flu virus. They infect poultry in households in the majority of cases.

Etiology

The avian flu virus belongs to Type A. There exist several subtypes of the pathogen, which are determined by antigenic structure. There are 15 subtypes of hemagglutinin (H1-H15) and nine subtypes of neuraminidase (N-N9), which may exist in different combinations. Four of them (H3N8, H1N1, H2N2, H3N2) caused flu pandemics among humans in the 20th century, while others cause illness in mammals and birds. The worst viruses for the poultry are H7N7 (the chicken plaque virus) and H5N1, which may kill all chicken without exception. Highly pathogenic versions of H7N7 caused huge damage to all chicken farms in the Netherlands in 2003, while H5N1 versions have killed millions of chicken in South East Asia since 1997.

Studies of the genome’s primary structure of the highly pathogenic strains of H5N1 and H7N7 (isolated in 1997-2004) in different laboratories of the world have revealed their genetic specificities, which make them the worst killer of chicken. These mutations make viruses highly contagious and pathogenic. As distinct from non-pathogenic or weak viruses, they may destroy different systems and organs. 

Another feature of highly pathogenic bird flu strains is their ability to infect people who come into direct contacts with sick birds or their organs. According to available reports, highly pathogenic H5N1 strains (isolates of 2004) have further mutated compared to the viruses of 1997-2003. These mutations have changed their antigenic properties. The majority of isolated strains have shown resistance to remantadine. For this reason oseltamivir, the virus neuraminidase inhibitor, is the only drug which can protect from avian flu high-risk groups, those who contact with birds, and especially those who destroy the infected species.

Human health risks

It was believed until recently that bird flu viruses are not dangerous for humans and that all they could cause were fleeting symptoms of conjunctivitis, slight discomfort, and at worst, a weak respiratory syndrome. This opinion was proved wrong in 1997, when A viruses (H5N1) caused extremely grave forms of disease among people in Hong Kong, killing one third of those infected. Fast culling of all chicken in the region prevented further infections. However, five years later, in 2003, two members of the family, traveling in China, got infected with the avian flu virus. The head of the family died. One more child died when the family was on Chinese territory, but of unknown causes. 

In the estimate of the World Health Organization (WHO), 161 people were infected with the bird flu virus and 86 died of it in the period from 2003 to this time. In the World Bank data, two consecutive avian flu waves have done enormous economic damage to South East Asia since 2003 – 140 million birds were eradicated, which cost poultry farms $10 billion. The Vietnamese economy alone sustained about $140 million worth of damage. During 2005 avian flu spread over the territory of Russia, Mongolia, Kazakhstan, Ukraine, Romania, Turkey, and Croatia. These facts reveal a change in the biological properties of bird viruses – they have become more pathogenic both for birds and humans.

Cases of infection with H5N1 and H9N2 were registered in China in the last few years, but the clinical picture was rather mild with no deaths.

Cases of conjunctivitis were registered in the Netherlands in 2003 during an outbreak of the A type virus (H7N7) among the personnel in close contact with birds. One of the experts involved in the measures of control service was infected and died of pneumonia after a grave illness. Nobody developed grave condition, which might be attributed to the use of individual protection and urgent drug prophylaxis (oseltamivir). 

To sum up, as a result of mutations in the last seven years, H5N1 and H7N7 strains have drastically changed their biological properties and acquired a capacity not only to infect humans directly, bypassing the intermediary host, but also to cause very grave conditions with a high mortality rate.

New convincing information shows (Guan et al., 2004) that the isolated viruses of the H5N1 subtype have crossed the species barrier. They travel from waterfowl to poultry, and recently to wild birds on the ground and to humans. These facts call for broader surveillance and control of infection, all the more so because the flu viruses (unlike other respiratory agents, including SARS) are spreading incredibly fast, and because this process cannot be controlled by traditional methods of isolation, quarantine, or recommendations to travelers. It is urgent to enhance surveillance over flu in order to determine what allows the bird flu viruses to infect people and to develop effective H5 vaccines both for people and the fauna.

Considering that the source of infection was not identified in all cases, especially in case of children, one can assume that the viruses are more widespread in nature than we had expected. The press reported the death of cats, although before they were considered immune to avian flu.

Dutch researchers from the Erasmus Medical Center inoculated European shorthair cats (aged 4-6 months) with H5N1 virus by feeding them on virus-infected chicken or intratracheally. The cats excreted virus and developed severe diffuse alveolar damage. One cat died. For the first time ever the researchers proved that cats can be infected by horizontal transmission, that is, that virus can pass from infected to sentinel cats. They used A/Vietnam/1194/04 (H5N1) virus isolated from a dead patient. In other words, the researchers showed for the first time that domestic cats may be infected with avian flu and may facilitate the adaptation of viruses to other mammals (Kuiken et all., 2004). In September 2004, the press reported cases of infected dogs and pigs. The viruses isolated from pigs in the Fujian Province in 2001 and 2002 were similar to H5N1, which was recently isolated from birds in China and was homologically close to the duck strain of H5N1. 

These facts show that avian flu may be currently viewed as a version of the common human and bird disease. In the process of fighting it, the medical community may receive a model for elaborating universal measures to protect mankind against fauna viruses. 

Clinical picture and pathogenesis of flu caused by virus type A (H5N1) in humans reveal their grave condition as a result of primary viral pneumonia, aggravated by the respiratory distress syndrome at early stages. Pantropism of the flu virus and infection-inflicted toxicosis result in the collapse of liver and kidneys, leukopenia and lymphopenia. 

One of the most alarming aspects of recent avian flu outbreaks is that some viruses (H5N1, H7N3, H7N2, H10N7, H7N7, H9N2) can infect people bypassing “intermediary hosts.” In other words, humans may simultaneously catch both human and avian viruses with the ensuing emergence of reassortants that harbor a combination of external avian and internal human genes, which may produce a new human-to-human pandemic virus.

Prevention and fighting potential pandemic

The threat of a new pandemic emerging in the next few years is sufficiently high. Some experts believe that a new flu pandemic with a 50% mortality rate may kill up to 150 million people all over the world. It is hard to estimate a precise number but it is obvious that health care systems will have to carry a heavy burden. Experts predict from 280,000 to 650,000 deaths, 134-233 million visits to doctors, and 1.5-5.2 million hospital cases in industrialized countries, which account for 15% of the world’s population. 

In response to the threat of a new flu pandemic the World Health Organization (WHO) has taken steps to enhance the awareness of its members of the problem and elaborate a number of specific documents, for instance, the Global Influenza Preparedness Plan.

In recent time measures to counter a possible flu pandemic are being increasingly discussed by different international organizations and partnerships. Nevertheless, in the past most initiatives were of local rather than global nature, and did not fuel universal concern or generate collective financial and institutional measures.

In the estimate of the WHO, the World Bank, and the FAO (World Food and Agricultural Organization), about $1 billion is required to implement a global plan of combating avian flu and averting a possible flu pandemic. The development of a vaccine against a new pandemic strain of the virus will cost $80 million.

On November 7-9, 2005, an international meeting attended by about 600 experts from more than 100 countries took place in Geneva at the initiative of the WHO, the FAO, the World Organization for Animal Health, and the World Bank. The conferees discussed measures aimed at global action to counter avian flu and prevent a potential pandemic.

It was followed by the international conference in Beijing on January 17-18, which concentrated on the scale and mechanisms of funding global action against avian flu and pandemic, as well as potential donor contributions. 

The conferees discussed the following major issues:

- coordination of international efforts to counter avian flu and prevent potential flu pandemic;

- evaluation of funds required for global anti-flu actions;

- potential mechanisms of funding a comprehensive coordinated approach to fighting avian flu and averting its pandemic;

- potential contributions by donor states;

- further steps to implement the global program of action.

Major proposals of the conference were to: 

- further develop veterinary services and surveillance;

- strengthen public health care systems;

- inform the public;

- support the anti-flu programs, including monitoring and evaluation of effectiveness.

The Beijing conference made its contribution to the anti-flu action. Obviously, many high-risk nations, especially in Asia and Africa, were not ready to fight the virus. The majority of developing nations cannot afford to implement a package of measures. It is understandable that they require assistance from the world community. 

In the estimate of various international organizations, implementation of these measures in the framework of the WHO, the FAO, and the World Organization for Animal Health (OIE) will require more than $1.2 billion in the next three years. These funds do not cover research for vaccine upgrading and production or purchase of anti-flu medicines.

Generally, the Beijing conference justified the expectations re mobilization of funds. Donor countries, international organizations and world financial institutions raised a total of $1 billion. 

The World Bank has provided easy access to goal-oriented loans ($500 million) on a par with the Asian Development Bank ($400 million). These funds will help many countries fight avian flu. Russia also intends to make a sizeable contribution to the world support. A statement to this effect was made in Beijing (interview of Russian Deputy Foreign Minister Alexander Yakovenko with Rossiyskaya Gazeta on January 21, 2006).

Better monitoring of avian flu cases and early response to flu outbreaks with a view to limiting the spread of the disease and preventing the infection of humans are priority measures in countering avian flu. 

The WHO-controlled international flu-monitoring network consists of 110 reference laboratories in 83 countries, 12 specialized virulogical laboratories (national flu research centers) and four international reference centers:

- Center for Disease Control (CDC) in Atlanta, U.S.;

- National Institute for Medical Research in London, U.K.;

- Center of the Commonwealth Serum Laboratories in Melbourne, Australia;

- National Institute of Infectious Diseases in Tokyo, Japan.

But there is no reference center which would service the countries of Eastern Europe and Central Asia.

With its unique system of epidemiological surveillance over flu and capabilities for isolating and studying the virus, Russia could turn one of its research institutions into a WHO-collaborating reference center. It could perform the following tasks in the said region:

- regional monitoring of avian flu viruses;

- genetic diagnostics of H5N1 virus and similar strains;

- creating samples of avian flu strains;

- drafting of recommendations on regional programs to fight avian flu and prevent flu pandemic.

In addition to setting up a reference center, Russia could act as a regional leader/coordinator to upgrade the monitoring system as a whole by rendering bilateral assistance to other CIS members.

Russia has 58 virulogical laboratories, out of which three cooperate with the WHO, and 14 operate in other CIS countries.

Upgrading the regional flu-monitoring network in Eastern Europe and Central Asia is a strategic task, which conforms to major global directions of action, outlined by the WHO and other organizations concerned.

The main directions in improving laboratory surveillance of flu and other infectious diseases are as follows:

- increasing the scale and effectiveness of research on isolating flu viruses from sick people and animals and laboratory diagnostics of flu in humans and animals;

- more prompt delivery of reports to the federal and national flu and respiratory disease centers of the data of quick diagnostics by immunofluorescent staining (every day, simultaneously with the data on disease rate);

- extending the number of respiratory infection identified agents to include coronoviruses, and viruses of mycoplasm pneumonia, and herpes;

- establishing cooperation with regional veterinary services which monitor poultry farms (control of H5, H7 and H9, which may directly infect humans);

- conducting serum study of immunity of poultry farm workers to viruses H5, H7, and H9, which directly infect humans with avian flu.

In compliance with the resolution of Russia’s chief epidemiologist Gennady Onishchenko on preparations for potential flu pandemic, the Influenza Research Institute of the Russian Academy of Medical Sciences has prepared diagnosticums from type A flu virus (H5) to identify antibodies in human serum and study population immunity (diagnosticums actively interact with reference serums to modern Asian strains of avian flu, included into WHO kits).

Diagnosticums have been registered and duly verified in the Tarasevich State Research Institute of Standardization and Control of Biomedical Preparations. The Commission on Influenza Vaccines and Diagnostic Strains has approved their production.

Russian experts have prepared series of fluorescent immunoglobulines to identify H5 viruses in clinical materials (in the event of viruses’ emergence in circulation).

Today, Russia is developing a vaccine against avian flu first of all to protect big poultry farms. Its experimental samples are ready.

Several research institutions are working on the vaccine to protect humans in case of potential pandemic. Experimental vaccine samples are ready for clinical tests. 

HIV/AIDS THREATENS MANKIND’S DEVELOPMENT. MEASURES TO CURB HIV/AIDS EPIDEMIC

The global HIV/AIDS (Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome) epidemic is a major problem facing our generation. In fact, this is a worldwide emergency situation posing an unprecedented threat to mankind’s development. What we need is sustained long-term efforts and commitment for coping with this situation. This report implies that the HIV/AIDS epidemic now plaguing mankind does not abate.

The HIV/AIDS crisis continues to get worse in Africa, while new epidemics are engulfing Asia and Eastern Europe at an alarming rate. Not a single region of the world remains unaffected.

Although there exists an urgent need for additional resources and commitment, the report mentions some successful results that were attained by groups of people having HIV/AIDS, governments, non-governmental organizations and religious leaders.

The HIV/AIDS epidemic began more than twenty years ago. Moreover, the world will have to tackle this problem for many decades. But we can achieve changes, we can prevent new HIV/AIDS cases, and we can provide better care and treatment for people having HIV/AIDS. This is the most important lesson that has been learned by us.

Our most important task is as follows: We must popularize outstanding examples of leadership being described in this report. A massive mobilization involving all sectors of society remains our only weapon when treatment is impossible.

The HIV/AIDS epidemic is a special kind of crisis. We must simultaneously treat this epidemic as an emergency situation and as a long-term problem for development. Consequently, we would not miss specific opportunities for effectively countering this epidemic. This means that we must not be tempted to accept HIV/AIDS as yet another unavoidable global problem. The HIV/AIDS epidemic is something exceptional, requiring exceptional flexible, creative, energetic and vigilant response measures.

The rapidly spreading and large-scale HIV/AIDS epidemic, which entails profound consequences, is a unique occurrence in the history of mankind. The first case of HIV/AIDS was diagnosed in 1981. The world has been exerting tremendous efforts in order to comprehend its colossal scale since that time. Initial efforts aiming to implement effective response measures were scattered, uncoordinated and woefully underfinanced. Few communities were able to predict danger well in advance and to organize effective response measures. The HIV/AIDS epidemic has already claimed 20 million lives. An estimated 34.6 million to 42.3 million people all over the world live with HIV/AIDS. Nevertheless, HIV/AIDS continues its relentless advance, wrecking human lives and seriously damaging society’s infrastructure in many cases.
However, experience shows that the epidemic’s natural course can be changed by a correct combination of leadership and comprehensive actions. We have scored serious successes in our twenty-year fight against HIV/AIDS. Although no HIV/AIDS medication exists, we have analyzed serious lessons as regards the best approaches in this sphere. We already know that a comprehensive approach to preventive treatment yields the best results. Resolute national leadership, efforts to keep society informed and intensive preventive measures have enabled entire countries to reduce the level of HIV/AIDS infection. Speaking of Africa, Uganda remains an excellent example of sustained success. Comprehensive measures in Thailand made it possible to prevent about five million new cases of the HIV/AIDS infection in Asia throughout the 1990s. Cambodia also managed to curb this epidemic. Cities, regions or states on all continents have proved able to curb the epidemic through coordinated efforts.

At the same time, we have received anti-retroviral (ARV) preparations making it possible to prolong the life of HIV/AIDS victims and to reduce this infection’s physical impact. Coordinated national and international efforts have made it possible to reduce the prices of such medications in low-income and average-income countries and to provide vitally important ARV therapy to people having HIV/AIDS all over the world.

Many countries no longer hush up this problem and do not stigmatize HIV/AIDS victims because this is detrimental to anti-epidemic efforts. Government and private sector leaders, as well as those of religious and cultural organizations, are heading efforts to combat the HIV/AIDS epidemic more frequently. The movement involving HIV/AIDS victims has turned into a global force, which leads social changes during anti-epidemic measures. The world continues to comprehend the consequences of HIV/AIDS for national development prospects of the most afflicted countries. The concerned parties are already moving to achieve considerable changes in the interests of development.

Young people: dire consequences

Young people are also suffering disproportionately from this epidemic. People aged between 15 and 24 years account for 50% of all new HIV/AIDS infection cases in the world. As a matter of fact, over 6,000 young people are annually infected. People in this age category know nothing about a world without AIDS. Nor have they heard eyewitness accounts of the “new” disease’s terrible initial period. This makes one worried because members of the present-day younger generation will eventually become national leaders, scientists and other decision-makers. It is therefore vitally important that they play an active role in coping with the epidemic (see the report’s section “Young people: Close-up”).

Epidemic’s scale and forthcoming tasks

No other infectious disease in history has been studied so actively. Tremendous knowledge of HIV/AIDS and global epidemic-spread factors has been gained in the last twenty years since the discovery of this virus.

Factors influencing HIV/AIDS transmission: vulnerability and risk

The increase in the number of women with HIV/AIDS makes it imperative to overcome specific risk factors enhancing their vulnerability. Notably, adolescent girls must receive access to information and services. Moreover, we must not tolerate cruelty toward women and guarantee the implementation of their property rights. Women must also be able to receive medical treatment and additional preventive treatment involving microbicidal drugs, etc. However, we should not forget that the realization of social and cultural expectations of boys and men is a no less serious problem. They must also have an opportunity to discern between circumstances forcing them to mistreat women and girls and to reject such circumstances.

HIV/AIDS transmission can hardly be called spontaneous. The existing social, economic and political situation seriously influences the spread of this virus. People struggling against unfavorable living conditions, such as poverty, oppression, discrimination and illiteracy, are particularly susceptible to HIV/AIDS. Preventive efforts must focus on personal risky behavior and broad structural factors facilitating HIV/AIDS infection. This will make it possible to help people control their risks and to protect themselves.

Susceptibility to HIV/AIDS, the risks and consequences involved are a vicious circle. We can reduce susceptibility levels by enabling young people to receive a school education. Family support and greater access to medical and supporting services for the entire population are also essential. Susceptibility at structural level can be reduced through the revision of discriminatory legislation and policies, the creation of monitoring systems and the provision of legal protection for people having HIV/AIDS.

Tasks for expanded ARV treatment

Starting with 2002, virtually the entire world recognized the feasibility of ARV therapy in conditions of inadequate resources. The world’s governments and donor organizations are voicing additional commitment to providing maximum rapid access to treatment for more people in need of ARV treatment that prolongs their life.

Expanded ARV treatment requires guaranteed and long-term political support and financing. Any delays may terminate ARV programs and disrupt treatment. Consequently, drug-resistant HIV/AIDS forms may appear. This would result in personal tragedies and seriously threaten society because drug-resistant virus strains may spread among the population. In that case, entire HIV/AIDS programs may prove useless.

The availability of medical personnel is also extremely important for expanded access to ARV treatment. Africa is already hard pressed for nurses, obstetricians and doctors because many of them leave for high-income countries in search for better wages, working conditions and opportunities. For instance, 70% of doctors, who had been trained in South Africa, now live abroad. Other African medical workers help cope with this shortage. However, this causes a shortage of medical personnel in their home countries. Low-income African countries lack doctors and other medical personnel because these specialists tend to emigrate to higher-income countries.

Desperate patients in some countries are buying ARV drugs without prescriptions and without even asking their doctors’ advice. It is important that this chaotic situation be prevented. Medical literacy must become a component part of all HIV/AIDS treatment programs. All people having HIV/AIDS can play an important part in this respect because they can tell others about their experience. Moreover, community members can learn treatment techniques and can substitute medical workers in some cases. This would make it possible to use available resources more effectively.

HIV/AIDS stigma hinders response measures and speeds up infection

HIV/AIDS stigma and discrimination directly hinders the implementation of effective anti-AIDS measures. This stigma and fear of discrimination are the main reason why people do not want to be tested for HIV/AIDS. Moreover, these factors do not facilitate adequate protection. People do no use condoms because AIDS-related problems are being hushed up. And HIV-positive women continue to breastfeed for fear of being exposed.

This stigma is not spearheaded only against people having HIV/AIDS. In many cases, it co-exists with previous stigmas, namely, racial and ethnic stereotypes, the discrimination of women or sexual minorities. At the same time, traditional kinds of racial, ethnic and sexual inequality increase susceptibility to HIV/AIDS. Stigma and discrimination remain a serious barrier in many countries, preventing efforts to find out how marginalized social groups can cope with the epidemic.

Available statistics prove that relatively new East Asian, Central Asian and Eastern European epidemics are spreading rather quickly. Even though there exists ample evidence that AIDS is everywhere, many people still want to believe that AIDS is not their problem. In this situation preventive programs are often unavailable to stigmatized and underprivileged individuals, such as injecting drug users and homosexuals. Moreover, their medical support requirements are being regularly ignored in some countries.

Working out a comprehensive AIDS prevention approach

Current preventive measures cover only a small part of people in the HIV/AIDS risk group. Although most countries have created strategic preventive-activity structures, only these people have real access to basic preventive services. As of 2003, only 10% of pregnant women in low-income and average-income countries had received preventive services making it possible not to pass the infection from mother to child. An even smaller number of adults aged between 15 and 49 had access to voluntary consultations and tests.

A considerable redistribution of resources and a commitment to large-scale programs would help overcome this shortage of preventive measures because many measures are still at the level of “demonstration projects.” It should be emphasized that efforts to provide preventive services to more people should not be confined to one and the same measures. We should assess the efficiency of specific measures. For example, our experience shows that information reports and grass-roots level measures are far more effective than those being suggested by independent “professionals,” and that result-oriented preventive measures, rather than just efforts to provide more information on AIDS, are needed to achieve success.

Situation in Russia 

The first HIV/AIDS case was registered here in 1985. The local situation deteriorated in 1996, when several outbreaks of the HIV/AIDS infection were registered among injecting drug users in a number of Russian regions. The HIV/AIDS epidemic therefore got underway (see Figure 1).
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[image: image1]
The number of new cases of the HIV/AIDS infection tended to grow quickly before 2001. Such growth rates slowed down somewhat in the next three years. Some experts believe that the decrease in registered HIV/AIDS cases may be temporary and can mostly be explained by the fact that the Russian epidemic’s initial stage, namely, the spread of the virus among relatively isolated social groups, is now entering its second stage, i.e. the virus’ slower spread among the general population. This is indirectly confirmed by the fact that the number of new HIV/AIDS cases, which had been registered in 2004, matched 2003 levels.

As of March 2005, the Russian Federation had over 314,000 officially registered HIV-positive individuals. However, the number of Russian citizens having HIV/AIDS is much higher. The Joint United Nations Programme on HIV/AIDS (UNAIDS) estimates their number at 860,000. Some experts believe that 420,000 to 1,400,000 HIV-positive individuals live in Russia.

Even though HIV/AIDS cases are registered in every Russian territory, there exist serious regional differences. One is particularly concerned over the fact that ten developed and densely populated regions account for nearly 70% of registered HIV/AIDS cases, and that most HIV/AIDS victims are young able-bodied people.

Table 1. Total number of registered HIV/AIDS cases in the most afflicted regions in late 2004

	Name of territory
	Number of cases

	Moscow Region
	25,931

	St. Petersburg
	25,760

	Sverdlovsk Region
	24,946

	Samara Region
	22,635

	Moscow 
	21,532

	Irkutsk Region
	17,670

	Chelyabinsk Region
	14,575

	Orenburg Region
	12,635

	Khanty-Mansi Autonomous Area
	8,496

	Leningrad Region
	8,392


HIV/AIDS mostly affected Russian drug users in the last decade. Moreover, male and female prostitutes, prison inmates and homosexuals suffered from HIV/AIDS to a greater extent than the general population. At present, the national HIV/AIDS epidemic involving the so-called basic virus carrier groups is beginning to affect the general population more intensively through heterosexual channels. Only 3% of new HIV/AIDS cases were linked with heterosexual virus transfers in 2000, while their share reached about 20% in 2004. The high potential for the subsequent spread of the HIV/AIDS infection is also confirmed by the results of numerous opinion polls showing that Russian society does not adequately comprehend the HIV/AIDS problem, and that high-risk behavior fraught with the infection is quite widespread among young people and the general population, as well as vulnerable groups of society. A rapid increase in the number of HIV/AIDS infection cases among pregnant women shows that the epidemic is spreading among the general population. As of late 2004, the average nationwide incidence of HIV/AIDS cases in pregnant women was 0.3% and exceeded 0.6% in the most affected regions. This situation is highlighted by the fact that HIV-positive women give birth to an additional number of children. Experts estimate the number of such children at 14,000 in late 2004. In all, 15-20% of them are HIV-positive, while another 10% live in orphanages.

UNAIDS and World Health Organization (WHO) methodology implies that Russia now faces a concentrated HIV/AIDS epidemic. A concentrated epidemic is defined as one in which HIV prevalence in high-risk subpopulations, such as Russian drug users, is 5% or higher, or when less than 1% of pregnant women in cities have turned HIV-positive. However, serious regional differences make it possible to say that different Russian territories face different stages of the HIV/AIDS epidemic. Some regions are suffering from the epidemic’s initial stage, while others face a concentrated epidemic. And a generalized HIV/AIDS epidemic may soon be registered in a number of Russian territories.

The HIV infection tends to progress, unless treated accordingly. It enters the terminal stage, namely, AIDS, and results in death some 12 years after infection. Existing ARV therapy, which cannot cure the HIV infection completely, prevents the development of all the main symptoms. Consequently, people living with HIV remain active and do not change their usual lifestyle. More than 6,000 HIV-positive Russian citizens have died in the last ten years. A study of local mortality rates shows that the HIV infection had begun to spread rapidly in Russia only since the late 1990s. Doubtless, the overall situation concerning demographic losses and other consequences of the HIV/AIDS spread in Russia has not yet manifested itself completely.

The number of Russians now requiring ARV therapy remains uncertain. However, most Russian and international experts believe that 25,000 to 50,000 Russian residents having HIV/AIDS already require such treatment. Only 2,000 patients all over Russia, or less than 10% of their total number, receive ARV therapy. Although the inadequate availability of effective treatment can be explained by a number of factors, ARV programs are hindered by sky-high local ARV medication prices, which are among the highest in the world ($4,000 to $10,000 per patient each year). It should be noted that, even though HIV-positive patients need unimpeded access to ARV therapy in the human rights context, such treatment has many positive aspects as regards the HIV/AIDS epidemic’s reduced spread in society. Notably, more people would agree to undergo HIV/AIDS tests if they receive unimpeded access to treatment. This, in turn, would enable hospitals and clinics to implement preventive programs and to organize consultations for high-risk groups. Such consultations would induce them to choose less dangerous behavior. Besides, ARV preparations serve to reduce HIV concentrations in human blood and other biological fluids. The possibility of infecting other persons is therefore greatly reduced. Moreover, the use of ARV therapy for pregnant women and during childbirth will make it possible to drastically reduce chances of infecting babies and guaranteeing their health in an absolute majority of cases.

On the whole, it should be noted that most HIV-positive Russians are poor youngsters, numerous drug users included. Most of them lack adequate access to social and medical services, including ARV treatment. Nor do they know anything about their rights and duties with regard to the HIV infection. Most Russians are still prejudiced toward all HIV/AIDS aspects and the epidemic’s victims. This can be explained by lack of knowledge about HIV/AIDS among broad population strata, widespread fear of the disease and incorrect information. As a result, HIV-positive people are often subjected to social isolation and are forced to join marginal subpopulations. Many experts seriously fear that a negative and biased attitude on the part of some medical workers toward people having HIV/AIDS may result in their discrimination. This concerns access to life-preserving treatment for HIV-positive drug users, who make up the majority of all Russians having HIV/AIDS. And this may seriously hinder the implementation of expanded ARV therapy programs in Russia.

Other infectious diseases

AIDS/HIV is not the only disease that poses a serious threat to Russia. In fact, Russia was hit in parallel by several major epidemics since the Soviet Union’s disintegration. In the early 1990s it was swept by the epidemic of sexually transmitted infections (STI), which was unprecedented for any industrialized country of the late 20th century. The rate of syphilis, which was better documented than others, went up 60 times during six years to reach its peak in 1997 (Figure 2).
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Although disease rate registration has been steadily decreasing since then, even the current STI figures for Russia exceed those in the EU or the former U.S.S.R. by more than 10 times. These figures show that young people in Russia are actively involved in unprotected sex. Moreover, any STI makes infection with HIV much more likely.

The use of illegal psychoactive substances has also skyrocketed in Russia since the early 1990s. Experts believe that at present the number of injection drug users here is between two and four million people, or 1.5-3% of the population. Before long, the growing drug addiction contributed to an increase in the rate of transfusion hepatitis B and C (Figure 3), which was a short prelude to the HIV/AIDS epidemics. 
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Apparently, a drop in the rate of hepatitis B since 1999 can be attributed to the high mortality rate among drug users and to the expansion of preventive vaccination.

A steady decrease in the TB rate, which was registered in Russia since World War II, also ground to a halt by the start of the 1990s. During 10 years the number of TB cases and the associated mortality rate more than doubled (Figure 4).

Figure 4. 

[image: image4]
Although in the last three years these figures have stabilized and even shown a downward trend, Russia today is among 22 countries with a high incidence of tuberculosis. It hold first place in Europe in the TB mortality rate. Experts are seriously concerned over broad expansion of drug-resistant forms of TB. They estimate that forms with multiple drug resistance reach 9-10% of all TB cases in Russia, the figure for prisons being as high as 20%. This turns tuberculosis from a reliably curable ill into a disease, which requires expensive treatment and often ends in death.

In Russia TB is the main cause of death from infectious diseases. Like HIV/AIDS it hits a disproportionately high ratio of able-bodied people, men in the first place. It is also the leading killer of HIV/AIDS patients. Until recently the HIV and TB epidemics were developing in certain isolation from each other, but in the last two years the number of combined HIV-TB cases has been rapidly growing. In the estimate of the Federal Center for TB Treatment of HIV Patients, 7,678 patients were sick with both infections in late 2004. Malaria, which features prominently in Goal Sixth of the Millennium Development Goals (MDGs), has been registered in Russia in a number of endemic areas (Volgograd region, for example) and also as an imported disease. But in the last 10 years the rate of malaria in Russia is 0.23-0.74 cases per 100,000 people, which means several hundred cases a year.

Analysis of Russia’s action against HIV/AIDS and other major diseases

During the last few years the Russian government has considerably enhanced its attention to the fight against HIV/AIDS and tuberculosis. The coordinating council on HIV/AIDS at the Ministry of Public Health and Social Development represents seven federal ministries and departments, nine leading public organizations, regional medical institutions, as well as HIV positive people. In addition, Russia has established the Country Coordinating Mechanism (CCM) to Fight HIV/AIDS, TB and Malaria. In the last three years Russia has been showing enhanced readiness to assume at top political level international commitments on fighting the HIV epidemic. Having backed the idea of the Global Fund to Fight AIDS, TB and Malaria, Russia promised to contribute $20 million to it, and has already paid half. 

At the G8 summit in Sea Island in 2004, Russia on a par with other G8 members supported the U.S. proposal to set up a global HIV vaccine enterprise. Russia has led the effort in drafting a plan of action by the Commonwealth of Independent States (CIS) to implement the UN General Assembly declaration on commitment on HIV/AIDS, which was signed in June 2001. The program of fighting the HIV/AIDS epidemic was on the agenda of a number of CIS summits. At the initiative of Russia in April 2005 Moscow played host to the conference of CIS ministers on urgent measures to fight the HIV/AIDS epidemic in the CIS. However, strategic documents of the Russian government do not adequately reflect this problem and top Russian leaders mention it in public very seldom. The funds allocated in the Russian federal budget to fight HIV/AIDS are in no way commensurate to the scale of the epidemic (in 2003 they were a mere 122 million rubles or about $4 million). In the last two or three years the federal government has been obviously trying to shift the financial burden of countering the epidemic on regional budgets. Meanwhile, only few economically well-to-do regions can afford to pay for the effort, whereas the majority does not have the required funds, especially for the purchase of ARV preparations for the adequate therapy of the rapidly growing number of HIV/AIDS patients. Very little money is earmarked on preventive measures, such as informing the public about accessible prophylaxis of HIV, or drafting special programs to help high-risk groups avoid the infection.

Russia has supported the strategy of UNAIDS (Joint United Nations Program on HIV/AIDS) on implementing three key principles in fighting the epidemic at the national level. Under UNAIDS, every country should have a common national strategy of fighting the epidemic, a single national coordinating body, and a single national system of monitoring and evaluating the effectiveness of measures taken in the country against HIV/AIDS. At present, this task is being tackled by three different structures at the federal level: the Ministry of Public Health and Social Development, the Federal Service for the Protection of Consumer Rights and Well-being, and the Federal Agency for Public Health and Social Development. The presence of several bodies aimed at coordination (Coordinating Council of the Ministry of Public Health and Social Development, Country Coordinating Mechanism, Coordinating Council to Prevent Transmission of HIV/AIDS from Mother to Child, etc.) indirectly testifies to lack of cooperation between agencies, which does not help counter the epidemic.

In 1995, Russia adopted a federal law on preventing the spread of HIV/AIDS. It is being implemented through the federal HIV/AIDS program, which is part of the federal program on preventing social diseases for 2002-2006. The federal law contains a broad range of government guarantees to counter the epidemic and to protect the right of HIV/AIDS-positive. The majority of experts believe that the provisions of the law do not contradict international legal standards and conform to interstate recommendations. However, the implementation of the law encounters serious problems. In a number of regions the authorities violate the law by substantially expanding a list of persons subject to mandatory testing for HIV.

Moreover, quite often HIV-positive residents of Russia do not easily receive the law-guaranteed qualified free medical aid. In the majority of cases, this is due to the shortage of funds from the federal and regional budgets. But not infrequently the reason is discrimination against certain categories of patients. There are medical workers who deny ARV treatment to such patients because of their drug addiction or other forms of socially denounced conduct. Sometimes HIV patients are refused jobs or dismissed when their employers learn about their diagnosis. HIV positive children may encounter discrimination when visiting schools or kindergartens. The position of children born by HIV-infected women and relinquished to the state is a source of special concern. Sometimes they spend years at isolation hospitals for lack of a proper legal basis. Even HIV negative children become mentally and emotionally retarded in such institutions because of the absence of teachers, psychologists or other professionals. 

Civil society is playing an enormous role in fighting the HIV/AIDS epidemic in Russia. About 200 NGOs are concerned with the problem. Most of them are concentrating on preventive programs and high-risk groups, which are often neglected by traditional medical institutions, and on protecting the rights of HIV/AIDS patients. A consortium of five leading public organizations, operating in Russia in this area, has drafted a program and submitted a request to the Global Fund to Fight HIV/AIDS, Tuberculosis and Malaria. This program was funded and is now carried out in 10 regions of Russia, which attests to the high professional standards of public organizations. 

Non-governmental organizations (NGOs) are actively expanding their cooperation with state agencies and those of the UN family. Such cooperation is implemented within the framework of joint projects and through participation in the Russian Public Health and Social Development Ministry’s Coordinating Council and the Country Coordinating Mechanism. At the same time, NGOs often face serious problems and even negative attitudes on the part of state healthcare agencies. This is particularly true of Russian regions. Most NGOs lack money because philanthropy has not yet become a typical feature of Russian society. Nor does this country have enough mechanisms for ensuring state support for their work.

Some Russian territories have been implementing a number of international projects in the sphere of HIV/AIDS and tuberculosis (TB) since the late 1990s. Various UN structures, the U.S. Agency for International Development (USAID), the Department for International Development (DFID) of the British government, the Canadian International Development Agency (CIDA), TACIS, the Open Society Institute and other donors, provide financial support. An ambitious five-year project was launched in 2003 within the framework of the World Bank’s $100-million anti-TB loan and $50-million loan to combat AIDS. The large-scale GLOBUS project stipulating $89-million appropriations in five years was launched in the fall of 2004 with the support of the Global Fund to Fight AIDS, Tuberculosis and Malaria. This project aims to implement AIDS prevention and treatment measures in ten Russian regions. Moreover, a regional project aiming to combat TB in the Tomsk region will spend about $10 million in five years. The Global Fund to Fight AIDS, Tuberculosis and Malaria would be expected to launch another five-year project in 2005 for the sake of implementing HIV/AIDS and TB treatment programs worth $120 million and $90 million respectively. However, programs being implemented with the support of the World Bank, the Global Fund and other foreign donors do not meet all Russian requirements and have a limited duration. Russia will have to rely on its own resources, once international HIV/AIDS and TB treatment and prevention projects are completed. All this necessitates urgent action to expand the national potential and to swell federal appropriations for these programs. This would help create favorable conditions for the long-term implementation of sustainable epidemic-prevention measures, regardless of donor aid.

Possible scenarios and indicators of progress

The problem of HIV/AIDS, TB and other infectious diseases far transcends the limits of the healthcare system and has serious implications for the national demographic situation, the development of human capital, economic development and defense capability. A projected increase in mortality rates due to AIDS, as well as the expanded TB-HIV epidemic, may increase losses among the Russian population many times over in the next decade because of low national birth rates. One should also keep in mind that young people who mostly contract these diseases are unable to work actively and to expand national wealth. The projected increase in these negative trends may negatively affect the formation of Russian labor resources and their composition and considerably expedite the national depopulation process. An increase in the number of people requiring long-term therapy will cause the government to spend more on medications and medical aid. This will become a drain on potential investment resources for facilitating national economic growth. Moreover, the production potential of HIV-positive individuals’ families, friends and other people supporting and caring for them may diminish.

The dwindling Russian population and declining health standards of conscripts created serious call-up problems long ago. The HIV/AIDS epidemic exacerbates these negative trends. The continued spread of HIV/AIDS among Russia’s young people may eventually reduce the number of eligible conscripts and negatively affect national defense capability.

The number of Russians having HIV/AIDS will, doubtless, continue to increase even if some effective preventive programs are launched. World Bank and the U.S. Central Intelligence Agency forecasts imply that up to 9.6 million Russians may turn HIV-positive by 2015, and that average life expectancy for men may dwindle by four years due to lack of broad access to anti-retroviral (ARV) therapy. This would spell dire economic consequences and probably cause the Russian GDP to plunge by 7% by 2015. However, most of these pessimistic forecasts were calculated in line with HIV-spread trends that had been registered in Russia from 1999 to 2001. However, the spread of HIV infection has slowed down in the last three years. Consequently, this makes one hopeful that the worst possible scenario, namely, a snowballing HIV/AIDS epidemic, would be avoided. Nonetheless, one should not doubt that the rising number of HIV/AIDS-related deaths would expedite a rather high rate of population losses in the Russian Federation. This negative demographic effect will be aggravated by the epidemic’s predominant influence on the younger generation and, consequently, by lower birth rates.

Existing forecasts have their limitations; and this can hardly be called a purely Russian phenomenon. The spread of the HIV infection is largely linked with specific covert behavioral forms, which often cannot be studied directly. Moreover, experts are divided on the size of high-risk subpopulations and the total number of HIV-positive Russians. As a result, most scenarios are based on a large number of conjectures and speculations, which impairs their forecasting role. The extremely dynamic and unpredictable epidemiological process, which is subject to constant changes, affects new social groups. Consequently, the global spread of the HIV infection and its pace in the 1990s considerably surpassed experts’ predictions at the beginning of that decade.

Dr. Vadim Pokrovsky, chief of the Federal AIDS Center, predicts that Russia will have about three million HIV-positive individuals by 2015 under an optimistic scenario, which can only be implemented with the help of expanded preventive programs. And a pessimistic scenario based on the assumption that HIV would spread more actively among the general population (through heterosexual contacts) implies that the number of HIV-positive persons would total some 5-6 million. This theory is substantiated by high nationwide sexual-infection statistics. It is hard to predict the number of HIV/AIDS-related deaths because it depends on the availability of the highly active ARV therapy, due to be provided by Russian medical authorities in the next few years. Considering the Russian epidemic’s initial period and the average life expectancy of HIV-positive individuals (12 years without treatment), it is obvious that mass deaths of people with HIV/AIDS will be registered in 2008-2010, when some 1-1.5 million Russians pass away by 2015, and when most of them will die of TB. This may aggravate the nationwide epidemiological situation and cause additional losses among the population. Consequently, the HIV/AIDS and TB epidemics would seriously affect the Russian economy and possibly jeopardize the government’s efforts to double the GDP and reduce poverty.

Given these scenarios, 2015 goal indicators for Objective No. 7 “To stop the spread of HIV/AIDS and reduce the incidence of new cases” can be tentatively determined in line with optimistic expectations, due to be attained by means of expanded treatment and preventive programs. These goal indicators aim to considerably reduce the incidence of high-risk behavior among the population and to stabilize the HIV/AIDS epidemic at the endemic level matching current levels in most developed European countries (namely, about 0.3-0.4% HIV-positive individuals for the entire population). Moreover, 2015 goal indicators for Objective No. 8 “To stop the spread of TB and socially-motivated infectious diseases and to reduce considerably the incidence of new cases” would aim to reduce nationwide morbidity and mortality rates that would match those of the early 1990s. Table 1 of the SUPPLEMENT lists specific statistics for all indicators making it possible to attain progress in Russia.

Conclusions and recommendations

The scale of the HIV infection in Russia and its spread together with the TB epidemic threaten national well-being and security. However, timely and adequate measures can improve the situation. Prompt investment into HIV/AIDS and TB control would yield socio-economic profits being expressed in the number of lives saved and increased healthy and productive life spans. However, present-day state programs spearheaded against HIV/AIDS, TB and sexual infections face common problems. On the one hand, current treatment and preventive measures are obviously insufficient. And, on the other hand, most appropriations are used to prop up the existing healthcare infrastructure, which does not often cope with the new epidemiological situation. On the contrary, effective epidemic prevention measures, which most adequately reflect the present-day situation, often seriously challenge the traditional way of thinking or existing financing mechanisms. Consequently, this hinders their introduction at clinics and hospitals. A study of the situation with HIV/AIDS and other infectious diseases in Russia, as well as measures to curb the epidemic at the federal and regional levels, makes it possible to suggest the following recommendations for attaining specific goals: 

1. At present, Russia needs political commitment to the struggle against HIV/AIDS. This implies that national leaders should realize the importance of the problem and methodically implement a range of measures to curb the epidemic. Foreign experience proves that society’s struggle against the epidemic would be limited and ineffective without far-sighted leadership and initiative at the top level.

2. Lack of coordination between departments in the fight against HIV/AIDS must be overcome. A duly empowered state body or an inter-departmental committee for HIV/AIDS problems could help achieve this goal, chart strategies and programs spearheaded against HIV/AIDS and supervise their implementation at federal, regional and local levels.

3. Appropriations for combating HIV/AIDS and TB must increase considerably in order to completely finance preventive, treatment and patient-support programs. Grants and loans of international organizations cannot replace governmental appropriations for coping with infectious diseases.

4. The comprehensive HIV/AIDS prevention and treatment strategy aiming to care for people with HIV/AIDS and to support them must be included in long-term national economic development plans. Some effective measures for curbing this epidemic, ARV therapy access included, must receive state-policy status and rest on solid financial ground.

5. More effective HIV/AIDS epidemiological supervision is required for more accurate forecasts and adopting the most effective decisions that would curb the epidemic. First of all, Russian epidemiological supervision, which mostly registers new cases of HIV infections, must be supplemented with second-generation epidemiological supervision measures stipulating regular HIV/AIDS checks among preset subpopulations, behavioral studies and analyses of factors determining epidemic-spread tendencies.

6. The healthcare system must learn to work effectively and implement preventive measures that would match the present-day epidemiological situation and provide the required services for difficult patient categories, whose number will increase rapidly in the next few years.

7. All-out information and educational HIV-prevention campaigns must be conducted among the general population. The stigmatization of people with HIV/AIDS must also be reduced.

8. The use of drugs has always been and still is the main cause of the HIV/AIDS epidemic in Russia. Foreign experience proves that target measures catering to drug users, such as additional drug-addiction treatment opportunities and access to social services, as well as syringe-exchange programs and substituting therapy, considerably reduce the spread of the HIV infection. Consequently, we must promote risk reduction programs on a par with measures to cut illicit drug sales and demand for psychoactive substances. Drug dependents must also receive additional treatment and rehabilitation opportunities.

9. International experience shows that repressive strategies cannot stop the spread of the HIV infection and seriously impair the entire legislative atmosphere needed to implement modern preventive and support programs. Efforts to prevent the spread of the HIV infection in Russia must tally with international recommendations in this field and amount to a range of economic, social and legal measures. Compliance with human rights commitments is also very important.

10. All people with HIV/AIDS must receive access to ARV therapy and other medical services, which would improve their health and reduce stigmatization. Moreover, these measures would facilitate more effective HIV/AIDS prevention and voluntary HIV testing.

11. ARV medication prices must be reduced considerably through various mechanisms, including active talks with pharmaceutical companies, the importation of generic medications, production of ARV preparations on Russian territory, etc.

12. Cooperation with NGOs taking part in the struggle against HIV/AIDS must be expanded. This includes the creation of state-assistance machinery and efforts to involve NGOs in fulfilling state orders as regards treatment and preventive measures.

13. The concerned parties must actively involve people with HIV/AIDS as partners for drafting and implementing anti-epidemic strategies and programs.

14. Social partnership between business and society can become a new resource for ensuring sustained financing of treatment and preventive measures. Russian businessmen and trade unions, which are not yet involved in efforts to curb the HIV/AIDS epidemic, can become powerful allies in this respect. Business leaders can contribute to curbing the HIV/AIDS epidemic through educational programs that would inform their employees about HIV/AIDS and related preventive measures. The same concerns active public rejection of stigmatization of HIV/AIDS-positive people, information support and other preventive programs in the sphere of HIV/AIDS.

Therefore, one can say that Russia can successfully fight HIV/AIDS and other main infectious diseases only with the help of a comprehensive and integrated approach to this problem based on the best international experience as regards training, prevention, treatment, care and support, as well as observance of human rights. The healthcare system must be overhauled, stigmatization and discrimination eliminated in order to curb the epidemic. Moreover, epidemic-prevention measures must receive larger appropriations; governmental structures, the business community, NGO representatives and HIV/AIDS-positive people must also pool their efforts. None of these tasks is easy. However, their attainment would positively influence Russia’s future.

TUBERCULOSIS AS A PROBLEM. TUBERCULOSIS CONTROL MEASURES

Tuberculosis (TB) is a sufficiently widespread and highly contagious disease. One person contracts TB all over the world each second. On the whole, one-third of the global population now suffers from TB. This disease mostly plagues countries with emerging economies because a considerable part of their population lives below the official poverty line. The risk group also includes prison inmates, migrants and refugees. One can say that the HIV/AIDS and TB epidemics fuel each other because HIV-positive individuals often contract TB as a secondary infection.

The world lacked any effective TB medication about fifty years ago. At the same time, highly effective preparations in this category have created another problem. Incomplete and poorly controlled treatment leads to the appearance of stable TB strains requiring extremely expensive medications for long time periods. This problem faces poor and developing countries, as well as the industrial world.

The medical community used to search for highly effective TB-control measures over the decades. The so-called Directly Observed Treatment (DOT) therapy, which was introduced in 1991, is the most effective treatment method. This method stipulates microscopic expectoration tests making it possible to register new TB cases at an early stage. Patients subsequently take several medications under the guidance of medical workers, public health specialists or trained volunteers. This cost-effective strategy has already helped 17 million patients, including those in the Third World and poorest countries.

Mankind now faces the following tasks: 

- ensuring universal access to top-quality diagnostic and treatment services;

- reducing the TB-related socio-economic burden;

- providing adequate protection against TB/HIV and multiresistant TB for poor strata and high-risk subpopulations;

- promoting new instruments and mechanisms in this sphere and guaranteeing their timely and effective use.

TB-control tasks in the context of the United Nations Millennium Development Goals aim to curb thee TB epidemic and to reduce the number of new TB cases by 2015. These tasks are as follows: 

- registering at least 70% new TB-positive cases on the basis of expectoration tests by 2005 and treating them;

- reducing the spread of TB cases and related mortality rates to 50% of 1990 levels by 2015; 

- eradicating TB as a public health problem by 2050; one TB case should be registered per one million of the population by that time.

Numerous TB cases are now registered all over the Russian Federation. As of 2003, there were 83.0 TB cases per every 100,000 of the Russian population; and mortality rates totaled 22.0 per every 100,000 of the population (3-5). The high anti-drug resistance of TB microbacteria tends to aggravate the situation. Notably, this concerns multiple drug resistance (6-11). As of today, researchers have found out that TB and HIV epidemics fuel each other on Russian territory.

Prison inmates account for almost 1% of the Russian population. Approximately 350,000 inmates are released each year. Many of them suffer from TB and cannot be treated completely prior to release. Former inmates do not register with civilian TB outpatient clinics quite often and therefore cannot be treated accordingly. These people stop taking anti-TB medications for a long time; and this factor enhances the drug resistance of TB strains. Many prison inmates suffer from all kinds of medical problems. For instance, 405,000 out of 905,000 Russian prison inmates had at least one health disorder in 2002. Moreover, 90,000 of them were suffering from TB. There were also 102,000 drug addicts and 72,000 alcoholics in that category (15). The national penitentiary system considerably exacerbates HIV/TB epidemics. Multiple and incomplete anti-TB therapy facilitates drug resistance and reduces TB-treatment levels. Intravenous drug users spread HIV and viral hepatitis. What we must do is improve coordination and integration between the traditionally vertical TB-treatment service and that for controlling AIDS and infectious diseases. These programs must stipulate social and behavioral components.

The Russian government’s Federal Program “Urgent Measures to Combat TB in Russia in 1998-2004” aims to beef up the potential of TB-treatment agencies and to streamline TB-control methods. This program was revised in 2001, and its duration extended until 2006. In 2001, the Russian president signed a law on preventing the spread of TB in the Russian Federation. The Russian government also passed its Resolution No. 892 on implementing this law. For its part, the national Health Ministry cooperates with the World Health Organization (WHO) and all the main international donor organizations within the framework of the high-level working group for TB problems. The creation of this group in 1999 made it possible to launch constructive dialogue between Russian and international experts. Russia made considerable headway in revising and streamlining current TB-spread control methods and bringing them in conformity with international standards. This was reflected in the Russian Health Ministry’s Order No. 109 “On Streamlining Anti-TB Measures in the Russian Federation” and its Order No. 50 “On Introducing Registration and Report Cards for TB Monitoring Purposes.” Nevertheless, existing positive trends are not yet enough for ensuring effective TB control. The WHO estimates that Russian clinics still practice all-out inpatient treatment (16). This results in the unjustified allocation of limited resources for maintaining the huge infrastructure of TB-treatment clinics. The increasingly greater share of multiple drug-resistant TB strains proves that the present-day health-care system fails to treat many TB cases. The WHO recommends that Russia introduce the Directly Observed Treatment System (DOTS); however, this is still a difficult task, particularly in remote areas. The obvious lack of skilled personnel and failure to observe doctors’ recommendations may jeopardize current achievements. The situation is compounded by the fact that merging HIV and TB epidemics may seriously aggravate the TB epidemiological situation at a time when the number of AIDS victims is expected to increase in the next few years.

MEASURES TO ERADICATE POLIOMYELITIS 

The eradication of poliomyelitis (polio) is a global public-health task having medical, economic and political implications. Mankind would have every reason for celebration, if this disease is eradicated. Moreover, any person, regardless of his or her race, sex, ethnic and religious affiliation and place of residence, would stand to gain from this.

Polio is an extremely pathogenic disease, which affects the nervous system, and which cripples affected persons due to paralysis. Moreover, the paralysis of respiratory muscles results in 5-10% mortality rates. Polio mostly affects children aged under five. No effective treatment is available; at the same time, correct vaccination creates lifetime immunity.

Epidemiological situation 

The number of polio cases declined dramatically from an estimated 350,000 cases in 1988 to 1,263 cases in 2004. This decline was facilitated by global efforts to eradicate polio under WHO auspices. Notably, the Global Polio Eradication Initiative was launched in 1988 and aimed to eradicate this disease by 2000. This initiative built upon the rather successful smallpox eradication initiative of 1980, polio eradication progress in North America in the 1980s, as well as Rotary International’s commitments to launch a fund-raising campaign for the Global Polio Eradication Initiative.

The incidence of new polio cases used to drop by over 99% in more than 15 years. Moreover, the number of countries affected by polio dropped from 125 to just seven. Thirty-six countries in North and South America and 37 Pacific countries proclaimed a polio-free zone in 1994. And 51 European countries joined them in 2002. This hitherto widespread disease began to be registered only in some African and South Asian countries. And Nigeria is the only country to register cases of polio today.

Very few new cases are registered during localized polio outbreaks in Asia and Africa. This makes it possible to talk about the creation of pre-requisites for stopping regional polio transmission in those regions. All other concerned countries planned to stop polio transmission by late 2005. Success can be guaranteed by multiple peroral polio vaccination for children during immunization programs, as well by the protection of investment through long-term fund-raising campaigns for the action plan of final preventive and other measures in 2006-2008.

The Global Polio Eradication Initiative enables millions of children and their families to lead a healthy and full-fledged life.

The September 1989 WHO/Europe session decided to eradicate regional polio and approved a plan of measures for implementing this program.

On June 21, 2001, the European Regional Commission for the Certification of the Eradication of Poliomyelitis said in Copenhagen, Denmark, that Europe had become a polio-free territory.

This history-making decision is the most important event in the sphere of public health for 873 million people living in 51 regional countries, including Russia. Europe has become a polio-free region together with North America, South America and West Pacific countries. 

Even though Africa, East Mediterranean countries and South East Asia face certain problems in their struggle against polio, they are trying hard to cope with this disease. No one can feel safe because the eradication of polio is a global problem.

The countries, parties to the program, have considerably enhanced the system of epidemiological supervision. Moreover, they have trained medical workers, who can expose and promptly register polio cases and implementing preventive measures.

The Initiative’s measures stipulate access of children, including those in remote areas, to immunization measures, such as national vaccination days. Vaccination agencies were strengthened and highly effective vaccines delivered. However, the Global Polio Eradication Initiative faced a number of difficulties, after doctors exposed additional polio cases in 2002-2003. A polio outbreak was registered in India; and Nigeria also posted new polio cases.

The Global Polio Eradication Initiative must attain the following goals: 

- stopping viral transmission through scientifically substantiated immunization of newly-borns;

- epidemiological supervision of the virus through an adequate warning system and testing.

Immunization should rule out any new polio cases over a number of years. Moreover, top-class epidemiological supervision standards would make it possible to expose polio cases from other countries, to warn and react accordingly. Consequently, the WHO would declare any specific region free of polio.

A coalition involving the governments of countries, which still register polio cases, international foundations, donor-country governments, as well as various non-governmental organizations and movements, was established in order to implement this Initiative more effectively. The following high-priority polio-eradication measures must be implemented: 

- setting aside additional appropriations and financing the deficit;

- introducing certified and standardized epidemiological supervision systems;

- improving the system for promptly reacting to external polio cases.

The concerned parties made considerable headway in implementing the Global Polio Eradication Initiative in 2004, despite serious problems. This Initiative can rid mankind of polio forever. As of today, almost five million children can walk, while 1.25 million children were saved during polio immunization campaigns. The international community would also derive an impressive effect by saving money for the treatment and rehabilitation of patients. Depending on specific future immunization decisions, such appropriations may exceed $1 billion. What is also important is that specific and symbolic consequences of polio’s eradication would help promote other health-care initiatives.

The international community invested over $4 billion into the Global Polio Eradication Initiative, which is the most ambitious international public-health program, in 1988-2005. The world must assume long-term commitments in 2006-2008 in order to stop polio transfers and support activities on the threshold of terminating peroral polio vaccination. Notably, reserve polio vaccines must be stockpiled. This would make it possible to protect mankind’s 16-year investment for the eradication of polio.

The ambitious polio-eradication task cannot be accomplished by just one organization. Rotary International and UNICEF have been cooperating with the WHO rather actively since the initiative’s inception. The governments of sponsor countries, notably, Australia, Canada, Denmark, Italy, Japan, Norway, Sweden, Great Britain and the United States, have provided the greatest financial aid.

The U.S. Center for Disease Control and Prevention, other major donor-countries and the governments of many countries still facing endemic polio infections have joined other partners, as the Global Polio Eradication Initiative picks up momentum.

HEALTH OF INMATES

Sickness rate

Prison authorities all over the world register numerous mental disorders, drug addiction cases and some infectious diseases. The Russian Penitentiary Department analyzed the health of inmates in the late 1990s and found out that acute respiratory viral infection, chronic non-specific lung diseases, pneumonia, etc. accounted for 23.5% of inmates’ disease patterns. Mental disorders, such as chronic alcoholism, drug addiction, etc., made up for 19.6%, while infectious and parasitic diseases, i.e. tuberculosis (TB) and sexual infections, totaled 17.3%. Moreover, skin and subcutaneous fat diseases, namely, scabies (itch), pediculosis, etc., made up for 10.9%.

Mental disorders

Numerous surveys prove that many prison inmates are mentally disturbed persons. One-third of British inmates apparently have mental disorders. The incidence of psychoses in persons awaiting trial in England and Wales exceeds general-population statistics by 400%. In all, doctors had every reason to promptly administer psychiatric aid to 55% of prison inmates. Most inmates could be treated in prisons, while 9% had to be transferred to specialized mental institutions. The use of illegal psychotropic substances is assuming threatening proportions. As of today, the share of drug-dependent EU inmates is 30-86%. At the same time, prison clinics and hospitals can treat only a small number of mental patients.

The widespread incidence of mental disorders among inmates can be explained by several factors. On the one hand, mentally disturbed persons are likely to be placed behind bars due to their inadequate behavior. On the other hand, there exists a correlation between the reduction in mental-institution beds and a drastic increase in the number of inmates over the last few decades. Some authors believe that the deinstitutionalization of socially misadapted individuals is the main factor facilitating a prison-population explosion. A special term, trans-institutionalization, has been coined for this phenomenon. Prisons in many countries now have to accommodate and treat mentally disturbed individuals who are simply unable to function adequately in society. Some U.S. state penitentiaries already provide most psychiatric aid to the population.

Russia has similar trends. Sample surveys, which were conducted in the 1980s, showed that 50-60% of inmates tended to suffer from various mental disorders. The situation deteriorated greatly by the late 1990s, especially because of widespread drug addiction. 

Figure 5. Number of drug addicts in Russian prisons and penitentiaries
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As of 2002, Russia’s prisons and penitentiaries had 96,915 drug addicts, 61,579 alcoholics and 120,517 persons suffering from other mental disorders.

Self-mutilation

The world’s penitentiaries register numerous cases of self-mutilation and self-aggression. No scientific explanation has so far been offered for this phenomenon, which is usually linked with widespread mental disorders and inmates’ manipulatory attempts. 

The most typical manifestations of self-aggression in Russian penitentiaries are skin injury and that of easily accessible organs, such as skin cuts and slashed veins;

swallowing objects, fracturing arms and legs, driving sharp objects into feet, hands, chest, etc. 

Russian penitentiaries do not keep any statistics on self-mutilation. However, some authors note that each penitentiary registers an average of 20 to 50 cases of self-mutilation per year.

Infectious diseases and droplet infections

Droplet infections spread rather quickly in penitentiaries which are filled to overflowing. Outbreaks of German measles, chickenpox and meningococcus infection were registered in U.S. and British prisons. However, prisons have always been notorious for high tuberculosis (TB) levels. About 3% of New York inmates used to suffer from consumption in the early 20th century. Even though the industrial world registers relatively few TB cases, inmates remain a high-risk subpopulation because of their low social status. A long-term cohort survey shows that the incidence of TB cases in Geneva prisons exceeds similar nationwide statistics by 400-900%. Moreover, U.S. penitentiaries register 250% more TB cases as compared to the general population in the same age category. Penitentiaries in the state of New York registered a 600% increase in the number of TB cases from 1976 to 1986. That increase was largely influenced by the HIV/AIDS epidemic. Several epidemic outbreaks of multiresistant TB were registered there in the early 1990s. As of 1998, 6.8 TB cases were being registered per every 100,000 of the U.S. population, while national prisons registered 200 to 760 cases per every 100,000 inmates.

TB is the most serious health problem facing Russian prisons. Russian researchers estimate that the relatively favorable 1991 TB statistics for Russian penitentiaries had considerably exceeded nationwide statistics. Treatment of initial TB cases was quite ineffective and stopped 74.2% of bacterial discharge and helped close 64.4% of decay cavities. However, the incidence of TB cases among inmates soared dramatically in the 1990s and reached 4,055 cases per every 100,000 of the prison population by 1997. At the same time, mortality rates were 485 people per every 100,000 inmates. Moreover, some penitentiaries posted over 7,000 TB cases per every 100,000 inmates. A similar dramatic situation is typical of other post-Soviet republics. Most researchers link this TB epidemic with a combination of factors, namely, economic instability after the Soviet Union’s disintegration, the impossibility of maintaining the socio-medical infrastructure and teeming prison populations. Independent experts also admit that Russian authorities did not try to hush up these problems or to underestimate their scale.

The TB epidemiological situation in Russian penitentiaries has improved in the last three to four years because of an all-out prison reform and the reduced prison population. Moreover, the TB-prevention service receives virtually the required range of first-line TB medications.

Figure 6. Incidence of TB cases in Russian penitentiaries (per every 100,000 of the prison population)
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Nevertheless, Russian penitentiaries still register a large number of TB cases (2,028 cases per every 100,000 inmates in 2002). Widespread multiple drug-resistant TB forms (16%) make one particularly alarmed. The Tomsk region and the international organization Partners for Health, which received financial support from the Open Society Institute, have streamlined an effective system for controlling multiresistant TB. However, the introduction of this model in all penitentiaries would prove rather costly because the new system requires powerful bacteriological diagnostic labs, as well as uninterrupted supplies of second-line TB

medications. Patients’ commitment to treatment, as well as effective interaction with civil health-care and social-security agencies, remain traditionally involved issues hindering TB control in penitentiaries.

Sexual infections and hemocontact infections

Penitentiaries are notorious for widespread sexual infections. In Australia 1% of women and 2% of men serving prison terms were found to have previously undiagnosed syphilis. Cervical smear tests exposed cytological changes in 40% of female inmates. In India 4.6% of inmates had active syphilis symptoms. In New York 25% of female inmates being screened were found to have syphilis. This exceeds respective statistics for New York’s female population one thousand-fold (sic!). There is well-documented evidence of syphilis and gonorrhea infections during sexual contacts between inmates.

The first national surveys proving the high level of sexual infections among inmates appeared in the mid-1920s. About 14% of inmates who were examined in Kazan and Penza in 1926-1927 had syphilis. Another 11% had gonorrhea. The latest national sexual-infection epidemic in the late 1990s showed that the number of syphilis and gonorrhea cases among inmates of the Nizhny Novgorod regional detention center exceeded nationwide statistics 27-fold and 14-fold, respectively. Moreover, pointed condylomas were registered 125 times more often. Incidentally, women tended to fall ill 700% to 900% more frequently than men. A total of 9,220.8 syphilis cases were registered per every 100,000 inmates as compared to 877.6 cases in 1997.

Russian penitentiaries registered a 17-fold increase in syphilis cases in the last ten years. And the incidence of syphilis remains high in spite of certain improvements in 2001.

Figure 7. The incidence of syphilis cases in Russian penitentiaries (per every 100,000 inmates)
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Investigation wards register over 90% of venereal diseases among inmates, thereby reflecting the nationwide situation in this sphere. Separate epidemic outbreaks were also registered. For instance 76 inmates contracted syphilis in the Krasnoyarsk territory’s Penitentiary No. 11. However, sexual-infection statistics for Russian penitentiaries remain incomplete.

The situation with HIV/AIDS and other hemocontact infections in prisons largely depends on national epidemiological specifics. Notably, some African countries face an HIV infection outbreak; consequently, their penitentiaries are also affected. For example, 27% of Zambian inmates are HIV-positive, with nationwide HIV infection levels being 19%. Moreover, 32% of people in large Zambian cities suffer from HIV. The spread of HIV among the industrial world’s prison populations usually tallies with HIV infection levels among intravenous drug users. Many U.S. drug addicts are HIV-positive, accounting for 1% to 20% of state-prison inmates, while the share of HIV-positive individuals among donors is 0.03%. Large-scale HIV infection outbreaks were registered among drug addicts in Scottish prisons; 4.5% of their inmates are HIV-positive. The respective statistics for England, Australia and Canada are under 1% because they have managed to curb the HIV epidemic among drug users. The number of HIV-positive Russian inmates began to snowball, after the HIV/AIDS epidemic engulfed injection-drug users. As of late 2002, Russian penitentiaries had over 36,000 HIV-positive inmates, or about 20% of their total number in this country.

Figure 8. Officially registered HIV infection cases in Russian penitentiaries and in Russia as a whole
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The number of HIV-positive Russian inmates dwindled by over 1,000 in 2003 due to the following three factors. First, the national prison population has declined. Second, the administrations of many penitentiaries parole HIV-positive inmates whenever possible. And, third, HIV tests are conducted on a reduced scale.

Russian penitentiaries registered a 100% increase in viral hepatitis B cases (from 71.2 to 156.9 per every 100,000 inmates) between 1990 and 1995. This high level persisted for the next five to six years and exceeded similar nationwide statistics by 200-300%. The number of hepatitis B cases began to decline in 2002 and totaled 96.9 per every 100,000 inmates. However, some Russian penitentiaries registered over 300 cases per every 100,000 inmates. A total of 26.5 cases of viral hepatitis C were registered per every 100,000 inmates in 2002, exceeding average nationwide levels by 270%. Viral hepatitis C accounts for 9-10% of viral hepatitis cases being registered in Russian penitentiaries. However, doctors have failed to establish viral-hepatitis etiology in 15% of all cases. 

It should also be noted that, although most hemocontact and sexually transmitted infections are registered outside penitentiaries, prison inmates do not stop their high-risk behavior. For instance, there is convincing evidence of the fact that tattooing and unsafe homosexual contacts among inmates are more frequent than among the general population. Moreover, inmates do not necessarily stop using illegal psychotropic substances. Small amounts of drugs are smuggled into penitentiaries, albeit not regularly. Lack of syringes prompts inmates to use one and the same hypodermic needle time and again. Inmates also use improvised syringes made of pens and other devices. In all, 5-36% of EU former inmates report the regular use of drugs in prison. And some 70-100% of exposed drug users confessed to having used one and the same syringe.

The few publications dealing with high-risk behavior among Russian inmates include a Medecins Sans Frontieres survey that covered ten Russian penitentiaries in 2000. According to that document, 10% of local inmates had injected psychotropic drugs at least once. Moreover, every fourth inmate in this category, or 2% of all inmates, used such drugs on a regular basis. Two-thirds of inmates using intravenous drugs admitted jointly using hypodermic needles. Over 26% of inmates had themselves tattooed, with 62% of this category preferring reusable needles. Nearly 9.7% of inmates reported sexual contacts in prison. The survey’s authors suggested interpreting specific results as a minimal possible-risk estimate because the illegal use of drugs and sex are extremely sensitive issues.

This explosive combination of risk factors facilitates the spread of hemocontact infections in penitentiaries. Australian, European and U.S. prisons have repeatedly registered hepatitis and HIV infections, due to the joint use of parenteral-injection instruments and because of sexual contacts among inmates. The scale of some epidemic outbreaks is quite shocking. For instance, 207 inmates in Lithuania’s Alitus maximum-security prison turned HIV-positive in 2002; and their total number reached 296. In 2001, 260 inmates of a Tatarstan penitentiary became infected with HIV.

Legal norms concerning the separate detention and transfer of HIV-positive inmates were abolished in 2001 in accordance with international law. However, local penitentiaries are divided on issues pertaining to the detention of HIV-positive inmates. The Russian Justice Ministry’s Penitentiary Department stipulates “separate residence and joint detention” implying separate living quarters for HIV-positive individuals, who can eat at canteens and use bathing facilities and other facilities together with other inmates. Many penitentiary department officials believe that separate residence meets the interests of HIV-positive persons, in the first place, because this protects them against discrimination by uninfected inmates. HIV-positive individuals are staying together with other inmates at several Russian penitentiaries. As a rule, their personnel and inmates know more about HIV/AIDS, while prison wardens consider joint detention to be perfectly safe.

Skin infections

Parasitic skin diseases, such as pediculosis and scabies (itch), are a typical pathology for many penitentiaries and account for 10-20% of prison diseases.

Intestinal infections

Just like any other institution with centralized food-and-water supply, prisons are potentially vulnerable to infections being transmitted with water or food. For example, large-scale toxic infection outbreaks were repeatedly registered in British prisons. Similar epidemic outbreaks reportedly took place in 1999 in two Russian penitentiaries in the Leningrad region.

It should be noted that the incidence of intestinal infection cases in Russian penitentiaries is usually lower than similar nationwide statistics. This apparently highlights effective sanitary-epidemiological inspection. Notably, 35.5 cases of viral hepatitis were reported per every 100,000 inmates in 2002, while nationwide statistics exceeded this level by about 33%. Fluctuating dysentery outbreaks were registered in national penitentiaries. The number of dysentery cases has now reached an all-time low and tends to decline.

Figure 9. The incidence of dysentery cases in Russian penitentiaries (per every 100,000 inmates)
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Mortality rates 

Information concerning sickness rates highlighting public-health aspects is quite limited because registered morbidity levels do not fully reflect the scale of any specific disease. Mortality rates as the most accurate reference point are a more authentic public-health aspect.

Mortality rates of British inmates in the early 19th century exceeded nationwide mortality rates by 400%. A colossal difference in inmates’ mortality rates (depending on prison conditions) manifested itself at that time. For instance, French prisons registered mortality rates varying from 24.5 to 251.9 cases per every 1,000 inmates in 1815-1818.

As of 1972, total mortality rates in Tennessee state penitentiaries exceeded nationwide mortality rates almost 20-fold. Mortality rates in Canadian penitentiaries exceeded average nationwide statistics for males in the same age category by 100% in the late 20th century. This voluminous survey attributes over 50% of all prison deaths to violent causes, i.e. suicides, poisonings (mostly as a result of drug overdose) and murders. Federal Canadian penitentiaries register 50 times more poisonings and 900% more suicides on average nationwide levels. Such mortality rates with prevailing external causes are fairly typical of penitentiaries in most industrial nations. The United States, which began to register AIDS as the main cause of death in the 1980s and the 1990s, is the only exception. However, it became possible to save much more HIV-positive inmates through highly active anti-retroviral therapy by 1998. Researchers have been studying heightened mortality rates among released inmates in the last few years. Numerous deaths being registered in the first week after release are caused by overdose of psychoactive substances. Quite possibly, this increase can be explained by lower tolerance of opiates during detention and by resumed drug taking upon release.

A number of surveys highlight lower mortality rates among inmates as compared to nationwide levels, mostly because of reduced fatalities due to causes prevailing among socio-demographic groups of inmates. Although penitentiaries are notorious for high violence, U.S. penitentiaries posted 4.7 murders per every 100,000 inmates in 1994, or two times less than the nationwide average (9.7 murders per every 100,000 of the population). Road accidents and gunshot wounds kill many young U.S. males; however, the share of inmates is negligible.

It is common knowledge that external causes (212.7 per every 100,000 of the Russian population) are the second most important element of nationwide mortality patterns. On the whole, violent deaths, including murders (28.3 per every 100,000 of the population) and suicides (39.3 per every 100,000 of the population) account for one-third of all fatalities from external causes (67.6 per every 100,000 of the population) and exceed global violent death levels by 200%. A mere extrapolation involving the Russian prison population, minus heightened risks typical of penitentiaries, implies that over 300 inmates may commit suicide each year. However, the true scale of this problem has not yet been comprehended.

Even though statistical records left a lot to be desired in 1901-1925, we can still gain an insight into Russian inmates’ mortality rates. In 1925, Moscow regional penitentiaries registered 64 deaths, including 19 TB-related deaths, 13 deaths from surgical pathologies, two as a result of infections and two from mental disorders.

Mortality patterns of Russian inmates have changed considerably since the Soviet Union’s disintegration.

Figure 10. Total mortality rates in penitentiaries (per every 100,000 inmates)
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At first, total mortality rates among inmates soared by 220%, that is, from 323 to 1,027.3 per every 100,000 prisoners, in 1991-1997. The share of injury-related fatalities, which used to be the main cause of death in the early 1990s, has declined dramatically in 6-7 years. Quite possibly, this can be explained by an all-out production slump at local penitentiaries. Infectious (mainly TB) and parasitic diseases, as well as cardiovascular diseases, claimed most lives (49.2% and 18.2% respectively). However, mortality rates at national penitentiaries have been declining steadily since 1998 because fewer inmates die of TB.

Figure 11. TB mortality rates in Russian penitentiaries
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Total mortality rates among Russian inmates plunged to reach 327.8 per every 100,000 prisoners by 2002 and therefore matched the level of the early 1990s. Local inmates mostly die of cardiovascular diseases (32%), infectious diseases (27%) and external causes (14%).

Figure 12. Mortality rates in penitentiaries in 2002
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